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Purpose: The overwhelming majority of residents among nursing homes are the elderly in Taiwan.
Previous studies have shown the dissatisfaction with care from the viewpoints of nursing home resi-
dents. For improving the care quality of nursing homes, the study aims to develop humanistic care in-
dicators (HCIs).
Methods: The Delphi technique was used to develop the HCIs through the consensus of 23 experts.
Through three rounds of questionnaires, the expert panel reached a consensus.
Results: Forty-four HCIs for nursing home were identiﬁed and grouped into eight elements: friendly
environment, holistic care, empathy, individualization, autonomy, decision-making participation,
appropriate use of tools, and serious assessment of customer opinion.
Conclusion: This study compiled related literature and conducted a Delphi survey to transform hu-
manistic care from an abstract concept into concrete indicators for evaluation. These ﬁndings could serve
as a guideline for the care providers in nursing homes. Further studies are needed to test the practica-
bility of HCIs and evaluate the outcomes of applying HCIs in nursing homes.
Copyright  2014, Korean Society of Nursing Science. Published by Elsevier. All rights reserved.Introduction
The increase in elderly people is a global issue. The elderly
population in Taiwan has increased rapidly, comprising 6.22% of the
population in 1990 and 10.89% of the population in 2011 (Taiwan
Ministry of the Interior, 2013). In response to increasing demands
in caring for the elderly and disabled, nursing homes have been
established since 1995 in Taiwan. Here, the overwhelming majority
of residents among nursing homes are the elderly. Due to the
characteristics of nursing home residents and their families in
Taiwan, residents tend to be disabled and with multiple diseases.
Some residents live in nursing home until the end of their lives.
Therefore, ensuring the care quality of nursing homes is an
essential issue of aging care for elderly people in Taiwan.
For guaranteeing quality care in nursing homes, the Department
of Health in Taiwan established “The Nursing Home Accreditation”
program in 2008. The program determines the quality indicators
that nursing homes should follow. The quality indicator categories, FAAN, College of Nursing,
1st Road, Kaohsiung 807,
ng Science. Published by Elsevier.include health care, personnel and organizational management,
environmental safety, and daily living care (Taiwan Department of
Health, 2008). The quality indicators emphasize establishing care
standards, creating organizational management mechanisms, and
maintaining environmental safety. The Taiwan Joint Commission
on Hospital Accreditation has developed the following indicators of
long-term care for institutinal care: (a) unplanned body weight
change, (b) pressure sore, (c) fall, (d) inter-hospital transfer care,
post-hospital care and emergency hospitalization care, (e) noso-
comial infections, and (f) physical restraint (Taiwan Joint
Commission on Hospital Accreditation, n.d.). The six long-term
care indicators mainly stress the outcome of physical care and the
reimbursement of the national health insurance, but they do not
focus on the viewpoint of holistic care. In the United States, a
research group from the University of Wisconsin-Madison devel-
oped the Minimum Data Set Nursing Home Quality Indicators,
which included 11 domains: accidents, behavioral and emotional
patterns, clinical management, cognitive patterns, elimination and
continence, infection control, nutrition and eating, physical func-
tioning, psychotropic drug use, quality of life, and skin care
(Hjaltadóttir, Hallberg, & Ekwall, 2012; Zimmerman, 2003). The
Minimum Data Set Nursing Home Quality Indicators focused on
both physical and psychological dimensions. The ObservableAll rights reserved.
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Rantz et al. (2008) covered ﬁve domains, including communication,
care delivery, grooming, odor and environment with 47 items. It
was used as a quick on-site observation in nursing homes.
Taiwanese studies showed that people living at home and those
living in a long-term care facility exhibit several differences, espe-
cially inprivacy, interpersonal relationships, authority, and familiarity
(Hwu, 2005; Lo et al., 2002; Tsay, Wu, & Yeh, 2009). These may force
residents in long-term care facilities to adapt to and accept institu-
tional routines (Hwang, 2007). Elderly people living innursinghomes
aremoredepressedandhavea lowerqualityof life thanthose livingat
home (Karakaya, Bilgin, Ekici, Köse, & Otman, 2009). In Norway,
nursing home residents scored signiﬁcantly lower in the 36-item
Short-Form Health Survey than the general population did
(Drageset et al., 2008). Elderly nursing home residents were less
satisﬁedwith their comfort, food enjoyment,meaningful activity, and
relationships (Burack, Weiner, Reinhardt, & Annunziato, 2012). In
Taiwan, satisfaction with institutional care demonstrated that spiri-
tual activities, rehabilitation programs, and environmental stimula-
tion were insufﬁcient for nursing homes residents, and most
residents wanted to return home (Lo et al.). The experiences of
nursing home residents showed that daily life was boring, there was
no one to talk to, and residents wanted to return home (Lo et al.). A
studyof Taiwanesenursinghome residentsdeveloped sixqualitycare
dimensions for long-term care facilities: caring attitude, respect for
individual differences, emotional support, social interaction, sup-
portive environment, and accessible care (Chao & Roth, 2005).
Existing quality indicators emphasize physiological and psycho-
logical care, the safety of the environment, and administrative man-
agement. However, these have been proven insufﬁcient to deal with
the requirements and expectations of residents. A study on how to
transform long-term care mentioned that nursing homes might do
something for person-centered care, such as creating home-like
environment, encouraging resident/family participation, and
providingmore alternatives (Bowers, Nolet, Roberts, & Esmond, 2009).
The concept of humanistic care emphasizing the process of care de-
livery can complement the insufﬁcient existing quality indicators.
Humanistic care addresses the expectations of residents. It
emphasizes the relationship and interaction between care pro-
viders and clients. Paterson and Zderad (1976) proposed the hu-
manistic nursing model; they believed that nursing was the
experience of interpersonal interaction, and nurses could respond
to the need of others based on their awareness and empathy
(Paterson & Zderad). Nursing home caregivers were often involved
in interpersonal interactions and assisted in responding to human
needs. The impression of humanistic care was similar to the
interpersonal model proposed by Peplau (1988). Peplau suggested
that care providers were to respect and accept patients, provide
individualized service, and solve problems with patients as
partners.
Watson (2007) proposed the carative factors related to hu-
manistic care in Human Science and Human Caring Theory, such as
establishing a humanisticealtruistic system of values, developing a
helpingetrust relationship, providing a supportive, protective and/
or corrective mental, physical, sociocultural, and spiritual envi-
ronment, and assisting in meeting human needs. These factors can
be applied in clinical situations as caritas process. It indicated that
environmental design is a part of humanistic care and should be
addressed. The humanized environment is where the living envi-
ronment meets the material and spiritual requirements of people.
Wang and Kuo (2006) identiﬁed ﬁve priorities in long-term care
facility design: home-like feeling, universal design, private sleeping
areas, social space, and decentralizing.
Touchstone (2010) identiﬁed core humanistic values for medical
professionals: honesty and integrity, caring and compassion,altruism and empathy, and respect for others. Howard, Davis, Pope
and Ruzek (1977) reviewed the health-care literature and sug-
gested several conditions for humanized patient care: perceiving
patients as unique and whole persons, allowing patients to share in
decisions, patients functioning as autonomous persons, and care
providers treating patients with empathy. They alsomentioned that
care providers should use medicinal instruments and technologies
wisely and avoid institutionalization. Themanifest purpose of these
medical tools is clearly humanisticdto prolong life, to relieve pain
and suffering, and to increase social functioning. In Taiwan, each
nursing home must pass “The Nursing Home Accreditation” pro-
gram. The purposes of the accreditation are to (a) promote the
quality of service, (b) give a reference for choosing a nursing home,
and (c) provide the basis for award and subsidy (TaiwanDepartment
of Health, 2008). Asmentioned above, the quality indicators of “The
Nursing Home Accreditation” emphasize rules, regulations, hard-
ware and stafﬁng. “Humanistic care” should be further emphasized.
Caring is an essential element in nursing and is connected with
humanistic care. In Taiwan, elderly residents of long-term care fa-
cilities reported two dimensions of caring behaviors they
perceived, comforting and encouraging. Comforting includes un-
derstanding, accompanying, and providing assistance. Encouraging
refers to appreciating the life of the residents (Hwang, Tu, Chen, &
Wang, 2012). Swanson (1991) identiﬁes caring as a nurturing
method of relating to a valued other, toward whom one feels a
personal sense of commitment and responsibility. Swanson’s the-
ory of caring consists of ﬁve processes: knowing, being with, doing
for, enabling, and maintaining belief. Such an altruistic idea of
helping others echoes the empathyealtruism hypothesis proposed
by Batson and associates. Batson and Shaw (1991) deﬁned empathy
as noticing the needs of others and acting to beneﬁt and help them.
There are a number of empathy measurement scales. For instance,
the Jefferson Scale measures patients’ perceptions of physician
empathy (Kane, Gotto, Mangione, West, & Hojat, 2007).
In a typical nursing home facility, administrators make most
decisions with a top-down decision-making process. However,
recent resident-directed caremodels encourage involving residents
in planning daily routines (Castle, Ferguson, & Hughes, 2009). Kane
et al. (2003) stated that autonomy is an essential factor for quality
of life for nursing home residents.
The conceptsmentioned above could be applied to long-term care
facilities in order to achieve humanistic care. Based on the literature
review, eight elements related to humanistic care are extracted
(Figure 1; Table 1). To promote quality care in nursing homes, this
study aims to develop practicable humanistic care indicators (HCIs)
which may serve as a guideline for care providers in nursing homes.
Methods
Based on the literature review, eight elements related to hu-
manistic care are identiﬁed: friendly environment, holistic care,
empathy, individualization, autonomy, decision-making participa-
tion, appropriate use of care tools, and serious assessment of
customer opinion (Figure 1; Table 1). Then, a Delphi technique is
applied to develop the HCIs.
Study design
Following a literature review, we used Delphi technique to
develop the HCIs through the consensus of an expert panel. Delphi
technique is often used to develop indicators and criteria
(Campbell, Braspenning, Hutchinson, & Marshall, 2002;
Hjaltadóttir et al., 2012; Vasse et al., 2012). For preparing the Del-
phi technique questionnaires, the research team then developed
indicators for each element of the HCIs that originated from related
HCIs   Friendly environment 
   Holistic care 
   Empathy 
   Individualization 
   Autonomy 
   Decision-making participation 
   Appropriate use of care tools 
   Serious assessment of customer opinion 
Figure 1. Theoretical framework of humanistic care indicators (HCIs).
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indicators are marked in Table 2. The ﬁrst draft of the HCIs con-
tained 36 indicators.
Second, qualiﬁed experts from the academia, the industry, and
the government were invited to establish the validity of HCIs. The
expert panel was asked to evaluate each HCI in three dimensions:
importance, speciﬁcity, and suitability. The three dimensions were
rated on a 9-point Likert scale with higher scores indicating higher
level of recognition (Fitch et al., 2001). The Delphi process
continued until the expert panel reached a consensus.
Setting and samples
Validity of the Delphi technique can be increased by using
qualiﬁed experts. The expertise and extent of interest in the subject
were essential considerations for selecting experts (Hasson,
Keeney, & McKenna, 2000; Keeney, Hasson, & McKenna, 2001).
The study used purposive sampling. Inclusion criteria for theTable 1 The Elements of Humanistic Care in Nursing Homes
Elements Deﬁnition of clinical applications
Friendly environment Nursing home should provide a safe space that can
facilitate interpersonal relationships and protect the
privacy of the residents.
Holistic care The scope of caring should cover health and other
aspects of life, including religion, recreation and the
interaction of the residents with others.
Empathy The care providers should act from the perspective
of the residents.
Individualization Care and service should be provided based on the
personal preferences of the residents.
Autonomy The residents can determine their own daily
routines.
Decision-making
participation
Residents can be invited to participate in
discussions on the planning of facilities’ activities.
Appropriate use
of care tools
Common care tools in nursing homes, such as
nasogastric tubes, Foley tubes, enemas, physical
restraints, should be used properly.
Serious assessment of
customer opinion
The nursing home should conduct satisfaction
surveys and improve care quality based on feedback
from the customers (residents and families).experts in this study were: (a) nursing home accreditation com-
mittee members in Taiwanwho have the experience of care quality
supervision; (b) scholars whose research is related to long-term
care; (c) experienced nursing home managers; and (d) ofﬁcial
personnel who contribute to development of long-term care policy.
Finally, 23 experts in Taiwan, 10 from the academia, 9 from the
industry and 4 from the government (Table 3), agreed to contribute
to this research. Academic experts teach or conduct research in the
ﬁelds of long-term care and elderly care. Industry experts are
actually involved in operating or managing nursing homes. Gov-
ernment experts work in ofﬁcial health agencies and their work is
closely related to the long-term care policy and accreditation of
nursing home facilities.
Ethical considerations
Ethical approval of the studywas obtained from the institutional
review board of KaohsiungMedical University Chung-HoMemorial
Hospital (KMUH) (KMUH-IRB-980042). For ethical considerations,
each expert was represented with a code throughout the research
process. The experts expressed their opinions anonymously to
allow freedom of expression and to ensure that their opinions
would be addressed with respect and equality (Keeney et al., 2001).
Measurements
The ﬁrst draft of HCIs contained 36 indicators. Descriptions of
each indictor were laid out in two parts, the main statement and
the instruction related to the main statement. The ﬁrst round of
questionnaires included the HCIs draft, the sources of the in-
dicators, and the rating scales for the HCIs. Experts were asked to
score the HCIs. The rating scales of HCIs included three dimensions:
importance, speciﬁcity, and suitability. “Importance” means that an
indicator meets the meaning of humanistic care and can reﬂect the
merits of quality of care. “Speciﬁcity”means that the descriptions of
the indicator are clear and unambiguous. “Suitability” means the
indicator is practical and applicable (Fitch et al., 2001; Kröger et al.,
2007; Saliba et al., 2005). The three dimensions were rated on a 9-
point Likert scale with higher scores indicating higher levels of
recognition. In addition to the rating of each indicator, an advice
column at the end of each section in the questionnaire allowed
experts to propose related suggestions.
Data from the ﬁrst round were analyzed and the results were
returned to the expert panel with the following questionnaires.
Feedback information included written opinions of the experts and
the results of the ratings. The results of ratings comprised mean,
median and mode of the HCIs scale. We produced comparison ta-
bles for experts in the second round and third round of question-
naires. The scores of each HCI, comments from experts and
processes of revision were listed in the comparison tables. Then,
original indicators and revised indicators were presented for ex-
perts’ judgments.
Data collection
During the three rounds of Delphi questionnaires, data were
collected by mail. Data from the ﬁrst round were analyzed and
results were returned to the expert panel with the next round of
questionnaires. Stepwise procedure of HCIs development was
presented in Figure 2.
Data analysis
This research adopted the scoring methods suggested in the
RAND/UCLA (Research ANd Development/University of California
Table 2 (continued )
Main statements of HCIs Scores
Appropriate use of care tools
7-1 Provide suitable care for residents with nasogastric tubes
according to doctor’s instruction or plans for removing
the nasogastric tubes*
9/9/9
7-2 Provide suitable care for residents with catheters
according to doctor’s instruction*
9/9/9
7-3 Provide suitable care for residents with poor bowel movement* 9/9/9
7-4 Provide suitable safety protection for residents with
according to doctor’s instruction and give suitable care plans*
9/9/9
7-5 Provide suitable care for residents with tracheostomy
tubes or plans for removing tracheostomy tubes**
9/8/8
Serious assessment of customer opinion
8-1 Nursing homes carry out satisfaction surveys regularly* 9/9/9
8-2 The satisfaction scales are based on humanistic care concepts* 9/9/9
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sults of rating comprised mean, median and mode. The conse-
quences of scoring were classiﬁed into three levels: (1) appropriate,
panel median of 7e9, without disagreement; (2) uncertain, panel
median of 4e6 or any median with disagreement; (3) inappro-
priate, panel median of 1e3, without disagreement. According to
the RAND/UCLA Appropriateness Method, an agreement would be
reached if the number of experts whose rating was not in the range
of panel medianwas6, when the number of experts was 22e26. If
an agreement could not be reached, the disagreement would be
determined according to the interpercentile range adjusted for
symmetry. If the results showed that an indicator met an appro-
priate level for importance, speciﬁcity, and suitability, the indicator
was accepted for application.Table 2 Results from Three Rounds of QuestionnairesdStatements of Humanistic Care
Indicators (HCIs)
Main statements of HCIs Scores
Friendly environment
1-1 Adoption of “unit care” model for space arrangementa,b 9/9/8
1-2 Partitions and facilities ensure residents’ privacyc,d 9/9/9
1-3 Sufﬁcient illumination in public space and residents’
bedroomsa,d,e
9/9/9
1-4 Clear and recognizable markings for elderly residentsa,d 9/9/9
1-5 Barrier-free environmenta,d 9/8/9
1-6 Homey, harmonious, and humanistic atmosphere in
public spacea,d,e,f
9/8/8
1-7 Tables, chairs, and bathroom equipment comply with
universal designsa,d
9/8/9
1-8 Comfortable outdoor activity spaced,e 9/7/7
1-9 Video surveillance facilities do not invade residents’ privacyd,e 9/9/9
Holistic care
2-1 Encourage residents to participate in religious activitiesd,g 9/9/9
2-2 Improve residents’ leisure activitiesd,e 9/9/9
2-3 Improve residents’ interpersonal interaction* 9/9/8
2-4 Improve the interaction of residents with families* 9/9/9
2-5 Improve the interaction of residents with society/communities** 8/8/8
2-6 Accept and respect the emotional
expressions of residents**
9/8/8
2-7 Engage residents in outdoor activities** 9/8/8
Empathy
3-1 Concrete measures helping new residents to adapt to the
new environmenth,i,j
9/9/9
3-2 Protect residents’ privacy when providing serviced 9/9/9
3-3 Respect residents’ feelings when providing service and
ensure sufﬁcient communication and responsesf,h,i
9/9/9
3-4 Proper handling of the complaints of residents/families** 9/8/8
Individualization
4-1 Provide assistive dining aids based on the individual
needs of residentse,f
9/9/9
4-2 Provide a variety of meals based on the individual
needs of residentse,f
8/8/7
4-3 Provide individual activity services based on the individual
needs of residents*
9/8/8
4-4 Provide bedrooms with individual features to residents* 9/9/9
4-5 Provide fall prevention care based on the individual
needs of residents**
9/8/9
4-6 Provide holistic skin care based on the individual
needs of residents**
9/8/8
Autonomy
5-1 Residents can decide when to go to sleepk 8/8/8
5-2 Residents can decide when to get upk 8/9/8
5-3 Residents can decide when to eat* 9/9/8
5-4 Residents can decide what to wear and how to
groom themselvesk
9/9/8
5-5 Residents can schedule their daily activities* 9/9/8
Decision-making participation
6-1 Residents can participate in the organization
of festival activities*
9/8/8
6-2 Residents can participate in the organization
of routine activities*
8/8/8
6-3 Residents can participate in the design of meal plans* 9/8/8
6-4 Families can participate in the discussion of care plans** 8/8/8
8-3 Nursing homes make improvements based on the
results of the satisfaction surveys*
9/9/9
8-4 Nursing homes follow up on improvement measures* 9/9/9
Note. Sources of HCIs include aWang & Kuo, 2006; bChuang, 2008; cWang, 2004;
dWatson, 2007; eTaiwan Department of Health, 2008; fChao & Roth, 2005; gFenton,
1986; hKane et al., 2007; iPaterson & Zderad, 1976; jPeplau, 1988; kKane et al., 2003.
*Indicator designed is based on the purposes of this study and practical experience
of the researchers; **Indicator was added according to suggestions by the expert
panel.
Scores presented in this table is the median of importance/speciﬁcity/suitability.HCIs were revised based on the suggestions of experts. The
details of the experts’ suggestions and the process of HCIs revision
were presented for review in the following questionnaires (Powell,
2003). After the HCIs were revised, theyweremailed to the experts.
Experts were asked to re-rate the revised HCIs questionnaires
based on the feedback information. The Delphi process continued
until the expert panel reached a consensus.
All experts responded to the ﬁrst-round questionnaire. In
this round, 33 of 36 indicators were appropriate and wereTable 3 Characteristics of Expert Panel (N ¼ 23)
Area participant Gender Years of
long-term
care
experiences
Position
Academia (n ¼ 10)
1 Female 20 Professor
2 Female 16 Professor
3 Male 17 Professor
4 Female 14 Associate professor
5 Female 15 Associate professor
6 Female 12 Associate professor
7 Female 14 Assistant professor
8 Female 10 Assistant professor
9 Female 17 Lecturer
10 Female 13 Lecturer
Industry (n ¼ 9)
11 Female 14 Superintendent of nursing home
12 Female 17 Director of nursing home
13 Female 14 Director of nursing home
14 Female 9 Director of nursing home
15 Female 18 Director of nursing home
16 Female 13 Vice director of nursing home
17 Female 14 Vice director of nursing home
18 Female 13 Head nurse of nursing home
19 Female 7 Head nurse of nursing home
Government (n ¼ 4)
20 Female 12 Ofﬁcial of Department of Health,
Taiwan
21 Female 10 Ofﬁcial of Department of Health,
Kaohsiung City
22 Female 9 Ofﬁcial of Bureau of Health,
Hualien County
23 Female 13 Ofﬁcial of Department of Health,
Taichung City
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added in the second-round questionnaire. All experts respon-
ded to the second-round questionnaire. Forty-two indicators,
both new and revised, were presented in the second-round
questionnaire, and all were deemed appropriate. All indicators
earned higher or equal median of importance, speciﬁcity, and
suitability. Two new indicators were included in the third
round. Of the 23 experts, 21 responded to the third-round
questionnaire, where all indicators were deemed appropriate
and agreed upon (Figure 2).
The scores were analyzed using SPSS (version 12.0; SPSS Inc.,
Chicago, IL, USA). The median of experts among the importance,
speciﬁcity, and suitability dimensions and the score rated by the
experts were presented in the questionnaires that followed each
round.Results
The response rate of the questionnaire survey was 91.3%, which
surpassed the 75% level suggested by related literature (Keeney
et al., 2001). It took 9 months to complete all three rounds of
questionnaires. To ensure timely return of the questionnaires, the
researchers contacted and reminded individual experts to complete
all three rounds of the questionnaires to assure an effective and
high response rate.
Through the three rounds of questionnaires, the HCI draft with
36 indicators was transformed into 44 indicators (Table 2) withLiterature review by researchers T
i
23 experts in Taiwan agreed to contribute 
to this research 
1
f
g
Delphi technique: Round 1 2
3
5
6
Delphi technique: Round 2 2
4
I
2
Delphi technique: Round 3 2
4
Figure 2. Stepwise procedure of humanistieight dimensions, including friendly environment (9 items), holistic
care (7 items), empathy (4 items), individualization (6 items), au-
tonomy (5 items), decision-making participation (4 items), appro-
priate use of care tools (5 items), and serious assessment of
customer opinion (4 items).
In the ﬁrst round, experts suggested that the 5 indicators, 1-5, 1-
6, 1-7, 1-8, and 4-2, be replaced by similar indicators in “The
Nursing Home Accreditation” in Taiwan (Taiwan Department of
Health, 2008). Six indicators, 2-5, 2-6, 2-7, 3-4, 4-5, and 7-5, were
added according to suggestions by the expert panel (Figure 2).
In the second round, experts suggested that the indicator 3-1
should separate into two indicators (3-1 and 3-4). Two indicators,
4-6 and 6-4, were added according to suggestions by the expert
panel (Figure 2).Discussion
The HCIs were revised based on the opinions of the experts,
which made the descriptions and contents of the indicators
more speciﬁc and complete. The contents of HCIs could reﬂect
the residents’ expectations. Based on the literature review,
nursing home residents were concerned with the issues about
privacy, interpersonal relationships, authority, and arrangement
of daily activities (Hwu, 2005; Lo et al., 2002; Tsay et al., 2009).
Indicators 1-2, 1-9 and 3-2 correspond to maintaining privacy;
indicators 2-2, 2-3, 2-4 and 2-5 correspond to interpersonal
relationships; indicators 5-1 to 5-5 correspond to authority; andhe first draft of the HCIs contained 36 
ndicators 
0 experts from the academia, 9 experts 
rom the industry, 4 experts from the 
overnment 
3 experts responded 
3 indicators were agreed upon 
 indicators were replaced by similar 
indicators in “The Nursing Home 
Accreditation” program in Taiwan 
 new indicators were added 
3 experts responded 
2 indicators were agreed upon 
ndicator 3-1 separated into 3-1 and 3-4 
 new indicators were added 
1 experts responded 
4 indicators were agreed upon 
c care indicators (HCIs) development.
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activities.
A friendly environment is an essential element of humanistic
care. When designing a humanistic environment, the factors that
have to be taken into account include ventilation, illumination,
ambience, privacy, and a sense of belonging (Wang, 2004). The
“unit care” model, originated from long-term care policy in
Japan, has attracted attention in Taiwan in recent years. Unit care
emphasizes the arrangement of multilevel space for the elderly.
For example, single rooms were set to ensure privacy, subpublic
area was arranged as a buffer zone between the bedroom and
public area, and public area was for interpersonal interaction
(Chuang, 2008). Social connections and interaction among
nursing home residents are insufﬁcient in Taiwan. Most residents
sit in front of the television and do nothing, and many lack
interpersonal interaction with others (Liu, 2004). It is hoped that
the indicators of friendly environment could contribute to pro-
moting the interpersonal interaction among residents (Lo et al.,
2002).
To improve the quality of care and avoid a one-sided emphasis
on physical care, the HCIs propose holistic care as an element of
humanistic care. Holistic care includes religious activities, leisure
activities, and interaction with other people, family, and society. As
mentioned in literature, residents cannot participate in decision-
making (Castle et al., 2009). Indicators belonging to “autonomy”
and “decision-making participation” could make up the insufﬁ-
ciency. Several indicators of HCIs, especially those among “auton-
omy” and “decision-making participation”, required evaluation by
residents in nursing homes. The evaluation of these indicators
might be difﬁcult, given that some residents had special conditions
(such as residents in a coma, consciously clear but having difﬁculty
expressing their opinions, or with dementia). To present the scope
of humanistic care, the experts suggested including the opinions of
families of the residents.
The feelings of residents concerning the use of physical re-
straints included frustration, fear, loneliness, and a loss of human
dignity. Nurses considered the use of physical restraints to be
unfortunate but necessary (Saarnio & Isola, 2009). Physical re-
straint use varied from an average of 6% in Switzerland to over 31%
in Canada (Feng et al., 2009). In Taiwan, the rate of physical re-
straint use in long-term care institutions was 74.1%. The most
common reasons for restraint use were preventing falls and tube
removal incidents (Huang, 2009; Huang & Li). Physical restraints
may inﬂuence the cognitive performance, the daily activities, and
the ability to walk in nursing home residents (Engberg, Castle, &
McCaffey, 2008; Huang & Li, 2009). It is important to establish a
restraint-free environment policy in Taiwanese long-term care
facilities, and the HCIs represent a preliminary step towards this
goal.
This study has a number of limitations. The study results
advocate for higher standards of quality care. For nursing homes
with poorer quality care in existing state, they may struggle to
implement the quality indicators immediately. Therefore, support
strategies, such as providing implementation guidance or consul-
ting mechanism, should be established for those nursing homes
that would fail to meet the quality indicators.
The study only included a few government experts. Experts
from ofﬁcial health agencies could affect long-term care policy and
the accreditation of nursing home facilities. Future studies are
suggested to include more government experts. Moreover, since
the experiences of consumers are vital to quality of care, the
opinions of elderly residents and their families should also be
considered in the review of the HCIs. This study has shifted hu-
manistic care to a practical level. However, the HCIs should be
further tested for validity and reliability.The development of HCIs requires further studies for practica-
bility. Future studies could focus on the relationship between HCIs
and the outcomes of health care for residents in order to improve
care quality in nursing homes and to ensure residents’ quality of
life. In practice, developing an HCIs handbook is necessary.
Following the instructions of handbook, nursing home caregivers
could provide humanistic care step by step.
Conclusion
This study compiled related literature and conducted a Delphi
survey to transform humanistic care from an abstract concept into
concrete indicators for evaluation. Forty-four HCIs for nursing
home were identiﬁed and grouped into eight elements. The HCIs
emphasize the process of care delivery and the relationships be-
tween residents and care providers. The results of this study can
improve the understanding of humanistic care and serve as a
reference and guideline for care providers in nursing homes.
Nursing home managers and health agency ofﬁcials can use the
HCIs to monitor and improve quality of care. For long-term care
policy, the HCIs can complement existing indicators as nursing
home accreditation indicators. However, efforts for practical
application and progressive research are necessary in future.
Conﬂict of Interest
The authors declare no conﬂict of interest.
Acknowledgments
We are grateful to the experts who participated in this study.
The authors would like to thank the Ministry of Education, Taiwan
(Elderly Long-term Care Talent Cultivation Program of Learning and
Teaching Excellence Project) for funding this study.
Reference
Batson, C. D., & Shaw, L. L. (1991). Evidence for altruism: Toward a pluralism of
prosocial motives. Psychological Inquiry, 2(2), 107e122. http://dx.doi.org/10.
1207/s15327965pli0202_1
Bowers, B., Nolet, K., Roberts, T., & Esmond, S. (2009). Implementing change in long-
term care: a practical guide to transformation. Madison, WI: University Wis-
consineMadison, School of Nursing.
Burack, O. R., Weiner, A. S., Reinhardt, J. P., & Annunziato, R. A. (2012). What matters
most to nursing home elders: Quality of life in the nursing home. Journal of the
American Medical Directors Association, 13(1), 48e53. http://dx.doi.org/10.1016/j.
jamda.2010.08.002
Campbell, S. M., Braspenning, J., Hutchinson, A., & Marshall, M. (2002). Research
methods used in developing and applying quality indicators in primary care.
Quality and Safety in Health Care, 11(4), 358e364. http://dx.doi.org/10.1136/qhc.
11.4.358
Castle, N. G., Ferguson, J. C., & Hughes, K. (2009). Humanism in nursing homes: The
impact of top management. Journal of Health and Human Services Administra-
tion, 31(4), 483e516.
Chao, S. Y., & Roth, P. R. (2005). Dimensions of quality in long-term care facilities in
Taiwan. Journal of Advanced Nursing, 52(6), 609e619. http://dx.doi.org/10.1111/j.
1365-2648.2005.03632.x
Chuang, H. M. (2008). Discussion on the environmental construction and practical
ideas of “unit care” service model. NTU Social Work Review, 16, 87e128.
Drageset, J., Natvig, G. K., Eide, G. E., Clipp, E. C., Bondevik, M., Nortvedt, M. W., et al.
(2008). Differences in health-related quality of life between older nursing home
residents without cognitive impairment and the general population of Norway.
Journal of Clinical Nursing, 17(9), 1227e1236. http://dx.doi.org/10.1111/j.1365-
2702.2007.02132.x
Engberg, J., Castle, N. G., & McCaffey, D. (2008). Physical restraint initiation in
nursing home and subsequent resident health. The Gerontologist, 48(4), 442e
452. http://dx.doi.org/10.1093/geront/48.4.442
Feng, Z., Hirdes, J. P., Smith, T. F., Finne-Soveri, H., Chi, I., Du Pasquire, J. N., et al.
(2009). Use of physical restraints and antipsychotic medications in nursing
home: A cross-national study. International Journal of Geriatric Psychiatry,
24(10), 1110e1118. http://dx.doi.org/10.1002/gps.2232
Fenton, M. V. (1986). Development of the scale of humanistic nursing behaviors.
Nursing Research, 36(2), 82e87.
I Lee, H.-H. Wang / Asian Nursing Research 8 (2014) 75e81 81Fitch, K., Bernstein, S. J., Aguilar, M. D., Burnand, B., LaCalle, J. R., Lazaro, P., et al.
(2001). The RAND/UCLA appropriateness method user’s manual: RAND monograph
report. Retrieved March 8, 2008, from http://rand.org/pubs/monograph_
reports/MR1269/
Hasson, F., Keeney, S., & McKenna, H. (2000). Research guidelines for the Delphi
survey technique. Journal of Advanced Nursing, 32(4), 1008e1015. http://dx.doi.
org/10.1046/j.1365-2648.2000.t01-1-01567.x
Hjaltadóttir, I., Hallberg, I. R., & Ekwall, A. K. (2012). Thresholds for minimum data
set quality indicators developed and applied in Icelandic nursing homes. Journal
of Nursing Care Quality, 27(3), 266e276. http://dx.doi.org/10.1097/NCQ.
0b013e3182493646
Howard, J., Davis, F., Pope, C., & Ruzek, S. (1977). Humanizing health care: The impli-
cations of technology, centralization and self-care.Medical Care,15(Suppl. 5),11e26.
Huang, H. C. (2009). Chang qi zhao hu ji gou de yue shu zheng ce yu fa lü yi ti. [The
issues of policies and legislation on the use of restraints in institutional long-
term care]. The Journal of Long-term Care, 13(2), 121e139.
Huang, H. C., & Li, C. Y. (2009). Mou shi yang hu ji gou zhu min shen ti bei yue shu
zhi zhuang kuang ji xiang gan yin su zhi yan jiu. [A study on status and factors
associated with the use of physical restraints among residents of long-term care
institutions in a city]. Taiwan Journal of Public Health, 28(2), 132e143.
Hwang, H. L., Tu, C. T., Chen, S., & Wang, H. H. (2012). Caring behaviors perceived by
elderly residents of long-term care facilities: Scale development and psycho-
metric assessment. The International Journal of Nursing Studies, 49(2), 183e190.
http://dx.doi.org/10.1016/j.ijnurstu.2011.08.013
Hwang, Y. S. (2007). Po chu chang qi zhao hu ji gou zhumin de shi luo gan- cong fuwu
pin zhi tan qi. [Releasing the sense of loss of long-term care institution’s residents-
service quality perspective]. The Journal of Long-term Care, 11, 125e131.
Hwu, Y. J. (2005). Chang qi zhao hu ji gou zhu min de lun li yi ti. [The ethical issues
of residents in the long-term care]. The Journal of Long-term Care, 9(4), 325e
330.
Kane, G. C., Gotto, J. L., Mangione, S., West, S., & Hojat, M. (2007). Jefferson scale of
patient’s perceptions of physician empathy: Preliminary psychometric data.
Croatian Medical Journal, 48, 81e86.
Kane, R. A., Kling, K. C., Bershadsky, B., Kane, R. L., Giles, K., Degenholtz, H. B., et al.
(2003). Quality of life measures for nursing home residents. The Journal of
Gerontology, 58(3), 240e248. http://dx.doi.org/10.1093/gerona/58.3.M240
Karakaya, M. G., Bilgin, S.Ç., Ekici, G., Köse, N., & Otman, A. S. (2009). Functional
mobility, depressive symptoms, level of independence, and quality of life of the
elderly living at home and in the nursing home. Journal of the American Medical
Directors Association, 10(9), 662e666. http://dx.doi.org/10.1016/j.jamda.2009.
06.002
Keeney, S., Hasson, F., &McKenna, H. P. (2001). A critical reviewof theDelphi technique
as a research methodology for nursing. International Journal of Nursing Studies,
38(2), 195e200. http://dx.doi.org/10.1016/S0020-7489(00)00044-4
Kröger, E., Tourigny, A., Morin, D., Côté, L., Kergoat, M.-J., Lebel, P., et al. (2007).
Selecting process quality indicators for the integrated care of vulnerable older
adults affected by cognitive impairment or dementia. BMC Health Services
Research, 29(7), 195e204. http://dx.doi.org/10.1186/1472-6963-7-195
Liu, P. L. (2004). The effects of physical activities on self-esteem and interpersonal
interaction of institutionalized elderly residents. Unpublished master’s thesis,
National Taipei University of Nursing and Health Sciences, Taipei, Taiwan.
Lo, J. L., Huang, S. L., Tsai, Y. J., Lin, H. G., Lee, S. D., & Chang, J. J. (2002). Hu li zhi jia fu
wu xian kuang yu zhu min xu qiu. [The current status and needs of residents innursing home facilities]. The Journal of Occupational Therapy Association of the
ROC, 20, 95e106.
Paterson, J. G., & Zderad, L. T. (1976). Humanistic nursing. New York: National League
for Nursing.
Peplau, H. E. (1988). Interpersonal relations in nursing. New York: Springer
Publishing.
Powell, C. (2003). The Delphi technique: Myths and realities. Journal of Advanced
Nursing, 41(4), 376e382. http://dx.doi.org/10.1046/j.1365-2648.2003.02537.x
Rantz, M. J., Aud, M. A., Zwygart-Stauffacher, M., Mehr, D. R., Petroski, G. F.,
Owen, S. V., et al. (2008). Field testing, reﬁnement, and psychometric evaluation
of a new measure of quality of care for assisted living. Journal of Nursing
Measurement, 16(1), 16e30. http://dx.doi.org/10.1891/1061-3749.16.1.16
Saarnio, R., & Isola, A. (2009). Use of physical restraint in institutional elderly care in
Finland. Research in Gerontological Nursing, 2(4), 276e286. http://dx.doi.org/10.
3928/19404921-20090706-02
Saliba, D., Solomon, D., Rubenstein, L., Young, R., Schnelle, J., Roth, C., et al. (2005).
Feasibility of quality indicators for the management of geriatric syndromes in
nursing home residents. Journal of American Medical Directors Association, 6(3),
S50eS59. http://dx.doi.org/10.1016/j.jamda.2005.03.023
Swanson, K. M. (1991). Empirical development of a middle range theory of caring.
Nursing Research, 40(3), 161e166.
Taiwan Department of Health. (2008). The nursing home accreditation. Retrieved
August 1, 2010, from http://www.doh.gov.tw/CHT2006/DM/DM2_p01.aspx?
class_no¼211&now_fod_list_no¼6582&level_no¼2&doc_no¼53123
Taiwan Joint Commission on Hospital Accreditation. Long-term care indicators.
Retrieved March 8, 2008, from http://www.tjcha.org.tw/quality.asp?catid¼104.
asp?catid¼104.
Taiwan Ministry of the Interior. (2013). Population by age in 2011. Retrieved March 8,
2014, from http://sowf.moi.gov.tw/stat/year/y02-01.xls
Touchstone, M. (2010). Part 5: core humanistic value. Emergency Medical Services
Magazine, 39(6), 27e28.
Tsay, S. F., Wu, J. H., & Yeh, S. C. (2009). Ji gou pin zhi ke yi ying xiang zhu min shi qi
ma? yi gao qiong shi an yang hu ji gou wei li. [Can organizational quality in-
ﬂuence residential morale? Evidence from nursing facilities in Kaohsiung]. Sun
Yat-Sen Management Review, 17(1), 251e276.
Vasse, E., Moniz-Cook, E., Rikkert, M. O., Cantegreil, I., Charras, K., Dorenlot, P., et al.
(2012). The development of quality indicators to improve psychosocial care in
dementia. International Psychogeriatrics, 24(6), 921e930. http://dx.doi.org/10.
1017/S1041610211002523
Wang, C. H., & Kuo, N. W. (2006). Zeitgeists and development trends in long-term
care facility design. Journal of Nursing Research, 14(2), 123e132. http://dx.doi.
org/10.1097/01.JNR.0000387570.43727.12
Wang, X. H. (2004). The humanization design of the living environment. Journal of
Shanghai Institute of Technology (Natural Science), 4(1), 58e60.
Watson, J. (2007). Watson’s theory of human caring and subjective living experi-
ence: Carative factors/caritas processes as a disciplinary guide to the profes-
sional nursing practice. Texto and Contexto Enfermagem, 16(1), 129e135. http://
dx.doi.org/10.1590/S0104-07072007000100016
Zimmerman, D. R. (2003). Improving nursing home quality of care through
outcome data: The MDS quality indicators. International Journal of Geriatric
Psychiatry, 18(3), 250e257. http://dx.doi.org/10.1002/gps.820
